Large blood-stained pleural effusions, especially in young patients, are unusual and may be caused by metastatic disease in the chest, a large pulmonary infarction, and, rarely, pulmonary tuberculosis. Meigs' syndrome is an uncommon cause of pleural effusion associated with ascites and a benign ovarian tumour, most often a fibroma. The fluid is usually clear but occasionally blood-stained. The mechanism of formation of the fluid remains a mystery ever since Meigs drew attention to this syndrome over 40 years ago.
We report a case of atypical Meigs' syndrome, which is defined as the association of ascites and pleural effusion with uterine fibromata. We A chest radiograph confirmed the pleural effusion. Haematological examination showed a haemoglobin of 8.4 g/dl, microcytes on the blood film, and normal platelet count and clotting screen. The erythrocyte sedimentation rate was 45 mm/h and a sickle-cell screening test was negative. Biochemical screening and urinalysis were normal.
Pleural biopsy with chest aspiration was performed with drainage of one litre of dark blood-stained fluid. No organisms were seen on either Gram or Ziehl Niellson preparation. The fluid revealed scanty white cells (80% lymphocytes and 15% atypical mononuclear cells). Lowenstein Jensen culture was negative. The glucose concentration was 3*5 mmolI (plasma glucose 7*8 mmol/l) and the protein 53 g/l (plasma protein 74 g/l). Histological examination and culture of the pleura were normal. A Mantoux test at 1/100 000 was positive. Repeat cultures of pleural fluid were negative and a further pleural biopsy was normal. A ventilation perfusion lung scan was normal. Repeat chest radiography after a third aspiration showed complete clearing of the right pleural effusion but over the next few days this had partially reaccumulated.
A diagnosis of probable Meigs' syndrome was made and ascites was demonstrated on computerised axial tomography of the abdomen (fig 1) .
Laparotomy revealed about 500 ml of blood-stained ascitic fluid and a large fibromyoma 9 x 9 cm in diameter was detached from the fundus of the uterus. The ovaries and the fallopian tubes were normal as were the liver, gall bladder, kidneys, and peritoneum. Histological examina- tion demonstrated that the tumour was a fibromyoma (fig 2) . It was haemorrhagic and infarcted and showed hyaline change. The patient made an uneventful postoperative recovery. The pleural effusion had not reaccumulated and when the patient was reviewed one year postoperatively she was symptom free and her chest radiograph was normal.
Discussion
Pleural effusion and ascites in association with uterine fibromyomata is rare. In this case, our initial working diagnoses were metastatic tumour, tuberculosis, or pulmonary infarction. However, we failed to confirm these diagnoses and therefore diagnosed Meigs' syndrome by exclusion. At laparotomy, the ovaries were normal but she had a large uterine fibromyoma, excision of which led to resolution of the patient's ascites and pleural effusion. It is postulated that this case represents atypical Meigs' syndrome.
Meigs reviewed a series of 124 cases, five of which were uterine fibromyomata. In these cases, he suggested the diagnosis of pseudo-Meigs' syndrome. This is an even rarer occurrence. Such cases may masquerade, as in our patient, as a tuberculous pleural effusion,2 or resemble inoperable malignant disease of the pelvis with pleural metastases.
The cause of ascites and pleural effusion in both Meigs' syndrome and atypical Meigs' syndrome is obscure.81-0 The ascites and pleural effusion are usually clear rather than blood-stained, making our case highly unusual. The pleural effusion is usually on the right side or occasionally leftsided but may be bilateral. The fluids have usually resembled a transudate and a low serum protein has been a contributory factor in the majority of reports but not in our case.
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